Abstract: This paper provides an overview of Indian peoples, alcohol misuse, and the prevalence of drug and inhalant experience. Early use of alcohol among North American Native peoples may represent early chemical warfare to gain European advantage over an "enemy." The magnitude of the present-day problem of alcohol and substance misuse is described in mortality rates and proportionate use reports. The use of other drugs and substances, such as inhalants, amphetamines, sedatives, and hallucinogens is examined. A brief overview of the history and complex relationships between American Indians and alcohol from the time of initial contact to the present is sketched out before approaches to primary, secondary and tertiary prevention are considered. The issue of potential conflict between tribal statutes and health objectives is noted. Some possible solutions are proposed.
Kurth, & Neighbors, 1991). This supports an earlier finding that more non-Indian high school seniors used alcohol within the last month than Indian seniors (Beauvais, Oetting, Wolf, & Edwards, 1989).
In a paper originally prepared for the Secretary's Task Force on Black and Minority Health, it was noted that "alcohol use varies tremendously from one tribe to the next -some tribes have proportionately fewer drinking adults than the U.S. population as a whole (30% compared to 67%) whereas other tribes have more drinkers (69% to 80%) -with the prevalence of alcohol-related problems also being highly variable" (USDHHS, 1985) . Indian youth have higher rates of drug use for all drugs than non-Indian youth, but there is, again, great variation by tribe. This is illustrated by a report of a survey of Montana Indian school children in which it was noted that adolescents from one tribe accounted for the majority of the reported use of marijuana and alcohol and incidents of gasoline sniffing (Streit & Nicolich, 1977) . The implication of these observations is that there is a need to define subpopulations at risk in order to appropriately direct preventive measures or community interventions and determine the equitable allocation of treatment and rehabilitation resources.
Women
Historically, women have had a remarkable record for not abusing, but it is very worrisome to observe how quickly women are catching up. Moreover, the data indicate an increase in women's abuse of alcoholwith all of the irreparable consequences of family disruption and alcohol damage to the unborn of the next generation (May & Hymbaugh, 1982/1983; Dorris, 1989). There are three reports that suggest that alcohol use by Indian women needs to be examined more carefully than it has been. Johnson (1980) noted, after reviewing sex-specific cirrhosis mortality data for 1975 and 1976 , that females accounted for nearly half of the cirrhosis deaths among Indians, compared to one third of the deaths for white and black women. This finding is supported by a Minnesota study (Hutchison, 1983 ) that showed Indian women in that state to have the highest cirrhosis death rate of all groups (black, white, Indian male, and female).
Mulligan (1984), after reviewing medical records for all alcohol-related hospital admissions in calendar year 1982 to the Santa Fe Indian Hospital, noted that when appropriate laboratory values were obtained on patients, a significant number of women were identified as alcohol abusers. An epidemiology of fetal alcohol syndrome in the Southwest revealed that although a minority of women were found to be heavy alcohol users, those women were the ones to give birth to more than one alcohol-damaged baby (May, Hymbaugh, Aase, & Samet, 1983).
Moderate Drinkers, Abstainers, and Spontaneous Remission
Then there is a group of Indians never discussed: the moderate drinkers. Alcohol use may be viewed on a continuum from abstinent to alcoholic. There are Indian individuals who can use alcohol and do not move beyond social drinking to drunkenness. They may be in the minority, but they exist. This makes a lie out of the stereotype of the drunken Indian. Alcohol plus Indian does not automatically equate with drunkenness. Leland (cited in NIAAA, 1978) suggests that the majority of Indians drink responsibly or do not drink at all.
There is another group of Indians that is rarely discussed: those who drink heavily, even alcoholically, and then stop suddenly when they are about 40 years old without severe withdrawal problems or apparent difficulty in maintaining sobriety (Burns, Daily, & Moskowitz, 1974; Medicine, 1982) . For many men, this is the time when they assume some of the duties of an elder within the tribe. This "quitting" phenomenon also has been observed among women. The women, usually between the ages 35 and 40, report that they stop because they cannot reprimand their children for drinking unless they set an example themselves (Medicine, 1982) .
There is clearly a need for additional research into Indian alcohol use (as contrasted with abuse) in order to better establish coping mechanisms for coexisting with alcohol. Yet this "firewater myth" is so imbedded in our national history that it is very difficult to see beyond it to the reality and the truth. What is the firewater myth? It is the belief entrenched in the collective folk wisdom that Indians are genetically predisposed to pathological responses to alcohol, including intense craving for liquor and uncontrolled behavior when drunk. As early as 1976 (Bennion and Li, 1976), comparisons of metabolism of alcohol between whites and Indians demonstrated no significant differences between the races. Yet the issue remains controversial, and the myth is perpetuated in the border towns adjacent to reservations, as well as on the reservations themselves.
Do Indians Have a "Firewater" Gene?
Behind the "firewater myth" lies the implication that Indians have a "firewater gene." This hypothesized condition has been the impetus for much research that has investigated the possibility of the existence of an extrasensitive vulnerability to alcoholism in various races and ethnic groups. Alcoholism does tend to run in families, and the familial nature of alcoholism has been confirmed by numerous reports in the modem scientific literature (NIAAA, 1990, pp. 43-68).
There are several possible mechanisms. Genes might play a direct role in the development of alcoholism, as in affecting the body's metabolism of alcohol, or they might play a less direct role, influencing a person's temperament or personality in such a way that the person becomes vulnerable to alcoholism. Several pioneering studies of Scandinavian adoptees (Goodwin, Schulsinger, Hermansen, Guze, & Winokur, 1973; Goodwin, Schulsinger, Moller, Hermansen, Winokur, & Guze, 1974) found that children of alcoholics who were adopted by nonalcoholic families and grew up in a nondrinking environment still tended to develop alcoholism as adults in numbers of cases beyond that which could be expected by chance. What are the implications for Indian people from these hypotheses? If there is a gene in families for alcoholism, then individuals at risk for having that gene should be aware of their increased risks for serious consequences if they elect to consume beverages containing alcohol. To prevent the disease, abstinence would be the only recourse. However, Indian communities now feel so overwhelmed by the negative consequences of abusive alcohol use that there is a general call for abstinence among all individuals. If ever realized, this would certainly prevent both addiction resulting from prolonged exposure and alcoholism in those individuals with a genetic susceptibility, but it is perhaps an unrealistic goal.
Although genetic studies are currently under way among Indian populations in both the United States and Canada, there is no firm research yet available that determines whether or not an "alcoholic gene" is present in individuals of Indian descent. Therefore, prevention must address other behaviors, beliefs, and practices already extant within the communities, such as drinking at an early age, rapid consumption, and general community acceptance of drunkenness.
Use of Drugs and Substances Other Than Alcohol
Alcohol misuse is well established as a major problem in Indian communities. Less information has been available about drug misuse, but more problems are being reported. Misuse or outright abuse of substances other than alcohol is responsible for large numbers of premature and preventable deaths, injuries, and illnesses, especially in adolescents and young adults. And substance misuse constitutes a major social and economic burden to individuals, families, employers, and communities.
While alcohol use and misuse are clearly a concern, there is increasing apprehension expressed about the use of other drugs and substances, especially by children and adolescents. Indian youth are much more likely than white youth to begin using marijuana and other drugs at younger ages (Young, 1987; Okwumabua & Duryea, 1987 Other surveys of Indian drug use indicate that, on the whole, Indian people do not widely abuse some of the more commonly abused drugs in non-Indian communities. Examination of service data (Table 4) related to drug abuse suggests that, in fact, drug problems within Indian communities may be less of a problem than for the U.S. population as a whole. Outpatient visits are low, and hospital discharge rates are considerably below those of the available national rates (Mail, 1990) . And the percentage of clients seen in tribal treatment programs who report using substances in the 30 days prior to intake, while initially low (Mail, 1987 ) (see Table 5 ), is now increasing. From 1985 to 1989, Bums (1991) reported an increase of 76.2% in the number of intakes to treatment programs where the abuse of a drug other than alcohol was mentioned as a primary problem. Inhalants are among the first drugs used by Indian youth (Young, 1987) , as they are among the easiest mind-altering substances to obtain. Gasoline, glue, spray paint, polish remover, and lighter fluid have all been inhaled. The average age of first use for inhalants has been reported to be11.5 years (Young, 1988) Heroin use does not appear to be very prevalent among Indian people. The National Institute for Drug Abuse's treatment reporting system indicated that Indian individuals seeking treatment in off-reservation programs was less than 1% of all clients encountered (Hanson, 1985) . Indian Health Service-funded alcoholism program intake reports showed less than 2% of clients reporting use of opiates in the 30 days prior to seeking help from the treatment program (Table 5 ). This low use rate is also corroborated by data collected in a national sample of high school seniors from 1976 to 1989, which indicated that the percent usage by Indian youth was only 1.5% for males and 1% for females (Bachman et al., 1991). A survey of drug use in Montana in 1987 indicated that 5% of students had used heroin (Dynan, 1988) .
Cocaine usage was found to be similar for Indians and non-Indians in a national study (Beauvais et al., 1985) . Client intake data from all Indian treatment programs reporting for 1984, 1985, and 1986 indicated that less than 1% of admissions indicated use of cocaine, although a national survey reported positive use responses in 13% of an Indian youth sample (Mail, 1987) , and the national high school senior survey data from 1976 through 1989 showed that 7.3% of Indian males and 9.2% of Indian females reported having used cocaine within the last 30 days (Bachman et al., 1991). A Montana student survey found that 9% of students reported having used cocaine (Drynan, 1988) . Cocaine use appears to vary considerably by region and may be more of a problem in the future.
Amphetamine use in five major school surveys ranged between 13% to 36%, but the treatment intake data again showed that less than 1% of adult clients reported using amphetamines in addition to alcohol (Table 5) . The high school senior survey data reported 8.1% of Indian males and 10.3% of Indian females using stimulants within the last 30 days. This was two to three times the rate for any other ethnic/minority group surveyed (Bachman et al., 1991) .
Reports on the use of sedatives and tranquilizers are extremely rare in the literature, although anecdotal reports from tribal paraprofessionals and health care professionals would suggest that abuse of prescription drugs may be higher than surveys suggest. Use of sedatives and tranquilizers among school-aged children demonstrated a drop between 1975 and 1983 (Beauvais et al., 1985), and the treatment program intake records reported about 1% sedative use rate (Table 5 ). The national high school senior survey indicated that the annual prevalence for sedative use by Indian males was 8.8% and tranquilizers 6.9%. Indian females reported an annual prevalence of 6.4% for sedatives and 8.7% for tranquilizers. The 30-day prevalence rates were less for Indian males (4.8% and 3.1%) and Indian females (2.6% and 2.2%) (Bachman et al., 1991). More worrisome was treatment intake data indicating use of more than one drug in combination with alcohol. Polydrug use among Indians should be explored in greater depth.
The last group of drugs about which there is information is the hallucinogens. Historically, the use of mind-altering substances by Indian people was reserved for ceremonial and curative purposes, and current abuse has been postulated as being related to the disruption of traditional practices (Beauvais et al., 1985). In major surveys of adolescent drug use, peyote is not considered to be a hallucinogenic drug (Beauvais et al., 1985), and its use outside of ritual and religion is rare (LaBarre, 1969; Mason, 1985) . The national high school senior survey, however, reports an annual prevalence rate for hallucinogenic substance use by Indian males of 10.0%, and a 9.0% prevalence rate for Indian females, with LSD being the primary hallucinogen tried (Bachman et al., 1991). There are also anecdotal reports from health professionals and paraprofessionals about Indian adolescents experimenting with datura, a common but toxic weed in the Southwest, and various varieties of hallucinogenic mushrooms that were sampled in season by Pacific Northwest youth. Health professionals should make themselves aware of local, natural hallucinogens with which children and youth may experiment, as those who experiment may wind up in the emergency room, requiring treatment. 
Other Concerns
One aspect of drug abuse that is rarely discussed is that of prescription drug abuse, especially among older or chronically ill patients. However, that is a topic beyond the scope of this paper. Suffice it to note that there are individuals who are addicted to prescribed drugs in many Indian communities and that this is a problem for the medical-care and mental-health delivery systems to address. With the aging population and increased longevity, education and monitoring of individuals on prescription drugs will be more important for clinical staff and health outreach workers.
A concern expressed by some health professionals about the adolescent data is that they tend to reflect information collected on those students still in schools and do not report on those individuals who have dropped out of school. Because Indian youth have such high dropout rates, there is concern that there may be a greater use of drugs than school-based surveys show (Beauvais et al., 1989) However, all surveys of drug use among Indian people have shown and continue to show that alcohol is the abused drug of choice. It is legal and easy to obtain, and its results are predictable to the user. The overall picture of adolescent use of drugs other than alcohol and inhalants appears to show decreasing rates, and even alcohol use is decreasing.
History of Indians and Alcohol
Although the American Indian and alcohol have been linked since the first European set foot on this continent, there were, in fact, two tribes in the Southwest that manufactured and used alcoholic beverages before such contact: The Tohono O'Odham4 made sacred wine (Castetter & Bell, 1937), and the Apachean peoples made a secular cactus beer (Bourke, 1894; Opler, 1941). As the relationship between alcohol and Indian peoples has been viewed and described largely through the eyes of non-Indians, the historic record is incomplete.
It was the European who, to use drug slang, "pushed" alcohol on the Indian. Early historical accounts indicate that the European was very insistent that the Indian drink with him to seal agreements and mark ceremonial occasions. In some accounts, the Indian declined, indicating distaste for liquor. But the European insisted, and the Indian, being polite and tolerant of the strangers who had come to his shores, drank to satisfy his hosts.
The danger, as we all now know, was that alcohol is an addicting substance. Thus, enough polite and ceremonial drinks led to the recognition that the side effects of drinking were pleasurable. Like people everywhere when exposed to substances that leave one feeling good, such as chocolate (which is also mildly addictive), the Indian asked for more.
The Indian had not had any prior experience with sedative effects of alcohol -the euphoria, the giddiness; thus this experience became, in some tribes, highly sought after. For those individuals for whom altered states of consciousness were important, there is anecdotal evidence that rapid consumption of alcohol became an alternative to seeking dreams (Carpenter, 1959). But the effects of liquor also had serious consequences for Indians. The first was that, in not having had prior experience and guidance as to how to act when intoxicated, the drinkers got excited and celebratory and sometimes argumentative. This scared the European providers and was the source of several colonial laws passed prohibiting Indians from drinking (Laws of the Colonial, 1832).
The euphoria was recognized as being advantageous to both Indians and Europeans alike, but for different reasons. The European, who quickly recognized that too much imbibing can lead to stupor, saw this as a good time to secure signatures on agreements to which the Indian was not wholly partner. In many respects, liquor was one of the earliest chemical warfare agents used against Indians by Europeans and later fur traders and settlers to disable Native intelligence and begin the feeding frenzy on land that the European saw as his innate destiny to possess -never mind that the land was held to belong to all for the collective good and that it could not be "owned." Indian peoples believed that the land was a common resource for all who needed it. This was a fact that Europeans could neither understand nor accept. The advantage of intoxication to the Indian was that behavior engaged in during the drinking spree was forgiven by the closely knit, sometimes rigid, societies in which Indians lived. Thus, drunken comportment allowed a "time-out" from proscribed behaviors and an outlet for personal and community tension ( European trappers and traders who themselves were marginal to refined society (Winkler, 1969) . Following the Indians' incarceration on reservations, alcohol was smuggled onto Indian territory for profit and gain and probably, although never overtly stated, as a sedative drug to keep the rebellious folks distracted. Drinking continued out of desperation, boredom, and despair to the detriment of Indian people. Finally, prohibition -which had its beginnings in 1776, was reinforced with the passage of the 18th Amendment to the Constitution in 1919, and was continued specifically for Indian people beyond the amendment's repeal in 1933 was rescinded in 1953 (Sanchez, 1967) . Although prohibition was and is retained by many tribes today in tribal statutes and ordinances, drinking has become such a fact of life that Indian people assume it is an Indian thing to do. Drinking today can be observed in the company of sacred ceremonies and secular activities such as the powwow, the rodeo, and any other public gathering. Only recently has there been growing support for banning alcohol at such events (Marin Institute, 1992).
Drinking today in Indian country is both habit ("we've always done it this way," or "It is Indian to drink") and social acknowledgment ("Come, friend, and drink") (Waddell, 1971) . Whether true or not, it is believed that Indians are genetically different and will thus react differently to alcohol (the classic firewater myth addressed earlier in this paper) (Leland, 1976) . Drinking is also a result of the addictive properties of alcohol (there are Indian alcoholics, but not every Indian who drinks is alcoholic). And it has become so closely associated with the reservation life-style that it is hard to see alternatives. It has come to be a metaphor of hopelessness, helplessness, defeat, and escape from historic circumstances poorly understood by Indians and whites alike.
What gets little publicity is the incredible cultural survival and the strength of the people who have endured despite all of the battles, reservation incarceration and isolation, and discrimination, which have been so hard to bear. Two hundred years after the beginning of the conquest of the West and the treaty epoch, we still have some reasonably intact cultures and people who are proud of their heritage.
To generalize about Indian drinking would be a great mistake, because American Indians are not a homogeneous group. Just as the subsistence patterns, history, language, and culture of the more than 500 tribes in the United States and Canada vary enormously, so does their experience with substance abuse. Although we cannot generalize about Indian drinking, it is imperative to know the history if a solution is to be found. This is not the same as saying one must posit a cause in order to invoke preventive measures. The history of public health demonstrates that effective programs can be established before actual causes are known. Solutions for prevention must emerge from people who know and understand the bitter history of alcohol use among Indians since colonial times and from Indian people. Current approaches to treatment must also acknowledge the importance of cultural acceptability and specificity.
The history of the Native peoples of the continent is a fascinating, complex, and profoundly challenging one with which to become acquainted. It teaches a great deal about the very civilized peoples who were here and the ways in which people solve their problems and survive in unique and adverse environments. It also teaches a great deal about prejudice, marginalization, conquest, and dependency. The dependent status of Indian people may explain a great deal about the overt behaviors that we observe and attribute to abusive use of alcohol, neglect of children, and high levels of assault and arrest that are observed in the public record. Although there has been and continues to be much discussion about alcohol use and abuse, many communities have become so accustomed to the problems that they feel further discussion will not resolve much and will only serve to re-emphasize their frustrations. The danger becomes that Indian communities themselves will not really believe there is a solution. Yet it is the contention and belief of the authors that the ultimate solutions will come from the communities themselves. Therefore, a good epidemiology and real recognition of the problem by the members of the community are essential. This means talking about the problem seriously, setting goals within the community to do something about it, and taking actions to reach the goals.
Treatment services need to be available and used. It has been noted, however, that many communities find it difficult to plan prevention programs until basic treatment needs are met. But communitywide therapies are being developed, and these vary widely in their design and approach. These may range from a strong Alcoholics Anonymous aftercare group to religious revitalization, increased use of sweat lodges for purification, and creation of community-service programs for sick and/or elderly, staffed by adolescents with idle time on their hands. In some communities, the restoration of traditional ceremonialism has been an important health-promoting activity (Jilek, 1982) , even though some Western-trained health care providers have trouble accepting ceremonials as therapeutic. In fact, the alcoholism treatment programs have widely disseminated some traditional practices that are being adopted by communities for whom the practice was not a tradition, such as sweats (Hall, 1985) or the Talking Circle (Stone, 1981) .
Cultural approaches to prevention are important, especially to Indian programs. Many treatment program staffs believe that what works for treatment will work as prevention if offered early in life. This is the Indian idea of the "connectedness of life" -the Circle of Life. Indian treatment programs have increasingly included cultural components, such as sweat lodges and sweetgrass ceremonies, and believe these elements to be beneficial to addiction treatment for Indian people (USGAO, 1992; OSAP, 1990). Increasingly, Indian prevention approaches incorporate strong spiritual content in hopes of inculcating traditional values and a respect for sobriety before young people begin experimenting with addicting substances. Prevention, then, is the most commonly pursued goal of federal and tribal alcohol programs.
Health professionals often consider prevention as having three levels of application: primary, secondary, and tertiary. Each of these has distinct attributes and implications for programs, which are addressed in the following pages..
Primary prevention means doing something before there ever is a problem. This means, in Indian communities, starting as early as possible and certainly targeting programs for preschool, Headstart, and elementary schools. An important attribute involves role modeling on the part of federal employees who work in Indian country and with Indian people, as well as by tribal leaders and elected officials. A survey conducted in 1984-1985 of reservation treatment programs found evidence to suggest that specific training on anger management might be an important component of primary prevention (Mail & Palmer, 1985) . Traditional ways of handling anger seem to have been lost, and anger is now dysfunctional and often expressed while intoxicated, causing both intentional injuries (i.e., fights) and unintentional injuries (i.e., crashes, suicide attempts).
Since primary prevention focuses on reducing the incidence of alcohol and drug use by new users, most primary prevention programs are directed toward school-age youth. With the increased political support for Indian self-determination, many Indian communities now have a much stronger voice in the management of their schools (Szasz, 1974) . However, secondary prevention programs designed to reduce the prevalence of alcohol and drug use among youth may be better located in the community to catch those students who are at risk of dropping out (Linney & Wandersman, 1992) . Alternative programs and peer counselor programs appear to be effective in helping adolescents by encouraging behavior change (Tobler, 1986) . Therefore, primary prevention programs need to span the gamut from school to community, with appropriate family outreach as indicated.
Primary prevention might involve screening for risk, although some health professionals have raised the question of "Why bother?" and acknowledge that any techniques beyond paper-and-pencil instruments (e.g., genetic screening) could be very controversial. Another very controversial issue is whether or not to rescind prohibition within tribal by-laws and constitutions in those tribes that continue to try to observe and enforce these laws. Eliminating standing laws in tribes where liquor is now sold or used so flagrantly as to render the laws useless might provide an atmosphere that "normalizes" alcohol, acknowledging that liquor is used in the community. And "normalization" would permit new learning without the constraints of illegality," which prohibition imposes.
Secondary prevention is directed at keeping things that already exist from getting worse. Once Indian youth begin using alcohol, it is too late to prevent its use. Interventions now need to consider providing programs for teen parents in conjunction with schools to help keep kids in school or within the community and working with parents to establish alternative teen activities. In some cases, promoting village self-help programs, such as the one described recently in Alaska (Streissguth, 1990) However, it is necessary, we believe, to be discriminating in planning and implementing of community-based programs. Moralistic judgments will not solve the problem. Rational social, medical, and therapeutic approaches will begin to make inroads; consistency in approach is the key. Many communities have a sober nucleus already and are expanding it through a variety of prevention approaches. Researchers Gene Oetting and Fred Beauvais (1989) believe that cultural identification is not a simple matter of acculturation versus nonacculturation or increased acculturational stress but instead includes several different and linked dimensions. Identification with the Indian culture and identification with white culture are not at opposite ends of a continuum. They are, however, relatively independent of each other, and an Indian adolescent with a high stake in both cultures (e.g., the bicultural youth) may be in the best position to avoid heavy alcohol and/or drug involvement. Several prevention programs for youth are testing this bicultural theory/approach (Oetting & Beauvais, 1989; Schinke, Botvin, Trimble, Orland', Gilchrist, & Loddear, 1988).
Programs to intervene must be comprehensive and may not look like white-urban programs because of the breadth of approach, which may include counseling, food banks, educational assistance, family recreation, arts, crafts, oral histories, and other means of preserving the culture. A common element here is the emphasis on the positive. Too many educational approaches focus on the negative consequences, rather than promoting the positive attributes of individual and community accomplishments. Changing attitudes will be a requisite behavior on the part of not only community residents but health care providers and employers of Indian people.
These two conflicting concepts -a treatable illness versus an unacceptable behavior -lie at the heart of the confusion, misunderstanding, and difficulty of approaching alcohol use versus abuse from a rational, reasonable, and medical perspective. To reach those individuals who are not in school, there needs to be a marked increase of programs directed at the workplace. Despite high unemployment rates, many Indian individuals are employed, either full-time or seasonally. A recent conference (1991) sponsored by the Native American Research and Training Center, University of Arizona, looked at the development of employee assistance programs and drug-free workplace policies for Indian firefighters. Workplace policies will help communities identify what goals they want for their members. Until these matters are clearly addressed once and for all, and there is a consensus reached by those affected and a consistency established in policy, regulation, and treatment protocols, alcohol abuse will continue to plague Indian commu-nities. It is an antidote to hopelessness. It exacerbates helplessness. But it need not always be thus. There are several hopeful indicators that community self-determination is reaching out to address the complex issues of drug and alcohol use.
The Indian firefighters' conference was among the first to take a clear look at the Indian workplace as an appropriate point at which to address the problem of dug use and consider appropriate interventions. Until now, interventions have been discussed in the context of schools, community, and medical-care delivery. We have largely avoided consideration of the implications for work-site prevention. Tribal leaders have not infrequently commented that it would be easier to address this issue if those agencies serving and working with Indian people would provide more positive role models. Or, as one tribal chairman observed, "If the [federal Indian programs] would sober up their own people, then maybe we would believe it was possible to help our people."
It is relatively well recognized that when one expects a certain behavior, one often elicits that behavior. Overreaction to stereotypes is inappropriate and punitive and may, in fact, reinforce the very behavior that one would like to ameliorate or change. Interventions need to be in concert with the communities. Achievement of change must be the responsibility of all, not just a few. Progress has been made in the past decade. The challenge before us is to continue the successes while addressing the problems and finding collective solutions.
Those who study history have an opportunity not to repeat it. Although alcohol abuse has been a problem for Indian people for the last 200 years, it does not have to continue to be a problem of such magnitude in the next century. Perhaps a reasonable goal is to reduce it to a problem of no greater magnitude than it is for the rest of the nation during the 1990s and, beginning with the year 2000, to reduce rates below that of all other peoples. Goals have been set, including specific objectives for American Indians and Alaska Natives (USDHHS, 1991). A companion guideline that has recommendations that could be adapted to reservation communities is Healthy Communities 2000: Model Standards (American Public Health Association, 1991). It may be unreasonable to expect that alcohol and other substance misuse will disappear entirely. There will always be abusers, and there are safe users. But within Indian cultures, there are remarkable strengths and strategies that can be brought to bear to resolve the problem of Indian drinking. 
